SUMMARY Sensory conduction velocity of the sural nerve was measured in 50 normal subjects and 100 consecutive patients with suspected or established diagnosis of peripheral neuropathy. The sensory action potential was recorded by the orthodromic technique for the distal and the proximal segments. In the patient group, sensory conduction of the proximal segment appeared to be more consistant and easier to carry out as compared to the distal segment. Measurements of the latter segment alone could sometimes be misleading. Some practical points acquired from our experience with this method that allow considerable reduction of the examination time and the patients's discomfort are reported.
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Many neuropathies begin or are most severe in the lower extremities. Electrical examination of sensory function in the lower limb nerves therefore is mandatory in early, atypical or subclinical cases of polyneuropathy. There is general agreement that of all sensory nerves of the leg, the sural nerve provides the highest diagnostic yield. Although measurements A Medilec MS6 electromyograph was used. The stimulus was provided by either a constant current or constant voltage generator using surface electrodes. The sensory fibres were stimulated maximally with 2 Hz pulses of 0-05-0-1 ms duration. The evoked SAP was recorded by DISA type 133L60 teflon coated stainless steel electrodes. For the proximal segment the stimulator was applied behind the lateral malleolus and the recording needles at the junction between the lower and middle third of the leg at a distance of 12-15 cm. For the distal segment the stimulator was applied to the dorsum pedis and the recording needles behind the lateral malleolus. As soon as a satisfactory response appeared on the scope, the averaging was stopped. If necessary, the potentials were scaled up by a factor of two or more for greater ease of measurement, by overriding the automatic scaling of the averager. Calculation of the maximum SCV in these segments were determined from the latency to the first positive peak of the usually triphasic potential. The results of this study suggest that proximal sural nerve sensory conduction when measured by the orthodromic monopolar technique, according to the above mentioned guidelines, could provide a practical standardised method of examination of sensory function of the lower limbs in polyneuropathy. In our experience measurements limited to the distal segment could sometimes be misleading. Two segment measurements doubles both the examination time and the patient's discomfort and did not seem to provide relevant additional data to those derived from measurements of the proximal segment alone. 
